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The chief of surgery at a large academic medical center is approached by a vascular surgical faculty member. After a repair
of an aortic dissection, an elderly man has remained comatose and has worsened over several weeks, developing multiple
system organ failure. Statistically, his chance of leaving the hospital alive is <1%. The family is deeply religious, and the
minister and various elders, deacons, and members of their church have been vigilant in constant prayerful attendance.
The attending’s tactful suggestions that the time is coming when nature should be allowed to take its course was not well
received. The family and their support group are convinced that their fervor will summon a miracle. A large group
complained to patient affairs and was taken to the medical center director’s ofﬁce. Today, the director told the attending
that the hospital would absorb the overall cost until the patient dies and that the unfavorable press from stopping care is
unacceptable. The chief of surgery should:A. Order therapy discontinued.
B. Order therapy continued.
C. Propose the development of organizational policy to create an institutional response for this and future such cases.
D. Have the chaplain meet and pray with the family.
E. Transfer the patient to a long-term care facility.Ah, well, then I suppose I shall have to die beyond my means. from the waist down but later recovered and now candOscar Wilde (1854-1900), Last wordsA miracle is an act of God in which God suspends the
laws of nature, causes an event to occur that is inconsistent
with expectations of the laws of nature, and then reinstates
the laws of nature. Miracles are the religious veriﬁcations of
divinity and the active presence of God. Science regards
such events as extreme variances (ie, very unlikely given the
laws of nature but not impossible). For example, ﬂipping
a coin has three outcomes, not two: heads, tails, and on
the edge. “Miracles of modern science” is an overuseddand
potentially very misleadingdmetonymy praising medical
outcomes that result from advances in medical science and
technology (and perhaps also luck).
Consider Vesna Vulovic, a ﬂight attendant on a Yugoslav
DC 9 jet airliner that blew up in January 1972, probably as
the result of a terrorist bomb. She fell >33,330 feet in the
wreckage of the plane, which hit a snow-covered slope.
The only survivor, she was badly injured and paralyzedThe Center for Medical Ethics and Health Policy, Baylor College
Medicine.
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6walk. She claims to have no fear of ﬂying. She made the
Guinness Book of World Records, but her fall is considered
an extreme varianceda “black swan’’dnot a miracle; it
was not requested or forecast.1
Is science necessarily in conﬂict with religion or religion
in conﬂict with science, or neither or both? Science is
preoccupied with actions and their effects not their ends.
Teleological thinking is no longer required to adequately
describe and manipulate human anatomy and physiology.
For science, God and the afterlife are not scientiﬁc topics,
because there is no evidence-based method to describe
God and the afterlife.
The scientiﬁc method originated with three English
intellectuals: Bacon, Locke, and Newton; was fostered by
the French philosophers and nobles; and was formalized
by the church’s inability to respond to contradictory facts,
such as the geocentric assertion.2 Under the inﬂuence of
Bacon, Newton, and Locke, physicians at the University
of Edinburgh in the late 18th century articulated
the view that medicine is a secular profession. Dr John
Gregory (1724-1773) made the case that medicine is
secular in two senses: (1) no appeal to divinity, sacred texts,
or revealed tradition is necessary for scientiﬁc medicine to
do its work of diagnosis and treatment; and (2) there is
no necessary hostility between medicine and religion.
There is the potential for conﬂict when medicine and
religion both offer competing explanations of the same
phenomenon.
Scientiﬁc explanations are materialistic and therefore
tied unalterably to the physical world. There is no
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To science, God must always remain an enigma. Science
therefore renders the world it describes impersonal by
objectiﬁcation. From the scientiﬁc perspective, the cosmos
is unemotional, mechanistic, directionless, and uncaring as
it continues to repeat cause and effect in recognizable
patterns. Science believes the laws of nature make reality
work, leaving no place for miracles.
Religions based on the belief in a caring God who
created the universe and all that is in it explain events by
appeal to a transcendent source of goodness and truth as
well as to teleology of inﬁnitudes. Nature is the expression
of a caring God with whom believers have a personal rela-
tionship. Nature is suffused with the presence of God. Mira-
cles are God’s gifts, to be hoped for but not expected, much
less demanded, by the faithful.
John Evans, a sociologist of bioethics, provides a helpful
way to think about the intersection of medicine and religion
when they seek to explain a phenomenon. In such cases,
medicine and religion share “jurisdictional authority.”3
Medicine explains this study patient’s chances of recovery
as <1%: less than one in 100 patients in his condition are,
in deliberative (evidence-based, rigorous, and accountable)
clinical judgment, expected to survive, and the survivors
likely will experience signiﬁcant disability or, worse, perma-
nent vegetative state. Professional integrity supports the
clinical judgment that there is no professional responsibility
to continue life-sustaining treatment for this patient because
of imminent demise futility (the patient is expected to die
during this admission and never recover consciousness
beforehand) or overall futility (the patient may survive but
will have irreversibly lost interactive capacity).3 The family
members see God’s presence in nature and pray for
a miracle. Clinical ethical concepts of futility have no more
jurisdictional authority for them than does the discourse
of miracles for the surgical team in its professional role.
Two ethical considerations should guide the surgeon
and surgical team when medicine and religion both claim
jurisdictional authority over patient care. The ﬁrst is
respect for the patient and the patient’s family, coming
under the more general rubric of respect for persons.
This ethical principle requires the surgeon and team
members to acknowledge the depth and sincerity of
the family’s religious beliefs and commitments. Their
beliefs and request for continued treatment should not
be labeled “irrational.” Respect for them as persons,
however, also requires that they be engaged to address
a question that the jurisdictional authority of medicine
over the end of life justiﬁes: Do their beliefs allow for
acceptable limits to be placed on life-sustaining treatment?
Richard McCormick, a Roman Catholic theologian and
one of the founders of the ﬁeld of bioethics, argued
convincingly many years ago that vitalism (the view that
God expects us to maintain every patient’s life without
limit or exception) is not compatible with the Judeo-
Christian tradition.4
The second ethical consideration is respect for the
professional integrity of the surgeon and the medical team.Respect for their professional integrity requires that the
patient’s family acknowledge the depth and sincerity of
professional beliefs and commitments about good patient
care. Respect for professional integrity also requires the orga-
nization’s lay and professional leadership to maintain an
organizational culture that supports the professional integ-
rity of the surgeon and team.
Option A is not compatible with respect for persons
applied to the family. Such blatant disrespect should be ex-
pected to cause them unnecessary and considerable moral
and emotional injury that could create deep and abiding
distrust. An already difﬁcult-to-manage ethical challenge
will become impossible to manage.
Option B is not compatible with respect for the profes-
sional integrity of the surgeon and team. Moreover, this
option impermissibly relieves the family and the organiza-
tion’s leadership from their obligation to respect the profes-
sional integrity of the surgeon and team.
Option E is justiﬁed when deliberative clinical judgment
supports the expectation that transfer to a long-term care
facility will improve the patient’s outcome. That is not the
case here. In addition, such a transfer risks encouraging false
hope for recovery by the family.
Option D is an important ﬁrst step. A chaplain will be
from the same faith community as the family’s or should
have expert knowledge of it. The chaplain will therefore
have shared jurisdictional authority with the family.
Through prayer with the family, the chaplain will be in a
professional position to help them understand and come
to terms with the limits of medicine to return this patient
to his premorbid state. Through joined prayer, the chaplain
may also be able to help the family undertake the task of
making the hard decision to accept the limits of medicine.
Option C is the best response, because such cases
should not be managed on an ad hoc basis. The absence
of an organizational policy, which is all too common,
risks incremental drift, as seen in our case, compromising
professional integrity. An organizational policy will also
prevent organizational leaders from taking what appears
to be the path of least risk but in fact creates a signiﬁcant
risk, when repeated again and again, of damage to the
professional integrity of physicians and other health care
professionals. Such a policy should call for the coordinated
use of resources in chaplaincy, ethics, palliative care, social
work, and riskmanagement to identify and support a process
for addressing futile clinical intervention at the end of life.5
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